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1 But his analysis masks the important point that differing population needs greatly affect practice workload.
The 2004 Carr-Hill funding formula had the laudable aim of allocating funds to reflect the workload requirements of each practice population. Reliable data on the workload implications of social deprivation were unavailable, and the resulting formula did not redress the health burden of inequality, as shown by Marmot and others.
2 3 Instead some practices required funding support through the minimum practice income guarantee (MPIG) to offset closures. In 2014, as the MPIG is phased out, the underlying problems with the equitable distribution of the global sum are again apparent. 4 Appleby reports a dearth of information on activity and consultation rates in general practice.
1 But this information is not hard to generate. 5 We examined annual consultation rates for one million GP registered people in east London, broken down by national quintiles of index of multiple deprivation (IMD). We found that someone aged 50 in the most deprived quintile consults at the same rate as someone aged 70 in the least deprived quintile (figure⇓). This reflects Marmot's findings of an 18 year gap in disability-free life expectancy.
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These additional consultations are not trivial. Consultations that include common blood tests show a similar distribution by deprivation, indicating complexity.
We then recalculated the age-sex workload element in Carr-Hill by weighting the population by the observed consultation rates in each deprivation quintile. For Tower Hamlets, one of the top five deprived boroughs in England, we estimated that a fair formula that allowed for the additional workload would provide 33% more funding. If this were implemented the need for MPIG would disappear.
We are on the cusp of a second attempt at resource redistribution in primary care. We have shown that it is possible to measure the effect of deprivation on consultation rates. If the rhetoric of reducing health inequalities is to be meaningful for general practice, calibration of the funding formula for deprivation is an essential first step.
